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Key Findings 


School-based healthcare programs substantially increase children’s access to care, even 
for children covered by Medicaid or by private health insurance. Prior research studies 
have linked school-based healthcare and mental health services to better child behavior 
in school, reduced emergency department usage by children, higher rates of educational 
success, and lower rates of teen births. While it is unclear which specific school-based 
health programs are most cost effective, the benefits of having at least some type of 
healthcare at every public school are typically far greater than the costs. 

California ranks at or near the bottom of all states in terms of the percentage of K-12 
public students with access to various types of healthcare or mental health care inside 
their schools. California ranks 39*" for school nurses per student and 50‘ for school 
counselors per student. California ranks 43 for Medicaid spending per student on 
school-based health and mental health services. Yet California’s youth do not have low 
needs; for example, California ranks 28" among states in terms of the estimated percent 
of children with a serious emotional disturbance. 

Less than half of California’s public school students have regular access to physical 
health care in their schools (Figure 2), less than half of California’s elementary school 
students have access to mental health care in their schools (Figure 3), and more than 5 
percent of California’s high school seniors do not have access to a school counselor 
(Figure 3). 

Gaps in school-based health coverage are present throughout the state. Only 16 
percent of school districts provide mental health coverage for all elementary school 
students. More than one quarter of school districts have at least one high school not 
offering any counselors. School-based health care coverage for the general student 
population is especially low in rural areas and in schools with high rates of special 
education classifications. 

Non-profit organizations and other government agencies (local health districts, county 
departments of health, local police departments) help to increase student access to 
school-based healthcare and especially mental health care, but these efforts are 
sporadic. 

Despite current gaps in California’s school-based health programs, for less than $100 of 
additional annual spending per student the state could provide basic health and mental 
health coverage at all public schools: 

oO The annual additional staffing costs per K-12 public school student for bringing 
California’s mental health services up to a basic minimum level for public school 
students statewide could be roughly $31: $20 for elementary schoo! mental 
health, $4 for middle school mental health, and $7 for high school counselors. 
The only substantial additional costs would be creating adequate space for the 
additional staff members to work in their schools. 

o Expanding mobile health clinic coverage to schools without existing physical 
healthcare programs would represent an increased annual cost to the state of 
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about $374 million, equivalent to $59 per K-12 public school student, based on 

mobile clinics visiting schools for at least three to four hours per week. 
By reprioritizing school-based programs and clarifying guidelines for school districts’ 
Medicaid billings, the California Department of Health Care Services could encourage 
and facilitate greater school district use of federal dollars for providing much-needed 
healthcare to children. Increasing child mental health screenings would also require 
better alignment of incentives, access, funding, and responsibilities; county behavioral 
health offices currently have access to state and federal revenues to conduct early 
childhood mental health screenings, but these county offices are neither required nor 
incentivized to conduct school-based screenings. 
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Introduction 


California makes large financial commitments to health care, and the economic returns 
to its residents’ health improvements are extraordinarily high. Billions of dollars are on the line 
for California’s quest to find the right mix of health services and health screening programs. 
The California Department of Health and Human Services composes more than 28 percent of 
the state’s total budget expenditures. Costs of the Medi-Cal program, California’s Medicaid 
program, were estimated at $102 billion for the most recent fiscal year, with almost one-third 
of the state’s population covered by Medi-Cal; the majority of those costs were funded by 
federal dollars, but California’s state and local governments still covered more than $33 billion 
(McConville, 2017). Nationally, public and private health care expenditures combined exceed 
$3 trillion per year, equivalent to more than 17 percent of annual Gross Domestic Product 
(G.D.P.). 


As the U.S. population distribution becomes older, and as effective yet expensive new 
health care technologies become available, the country’s total health care expenditures should 
increase to an even larger share of G.D.P. Even with attempts to keep health care prices and 
fees in check, the social return on investment for many types of health care expenditures will 
remain very high. For adult populations, some of the greatest returns to investment will be 
improved detection of heart disease and improved treatment of various forms of cancer 
(Murphy & Topel, 2006; Lakdawall, Sun, Jena, Reyes, Goldman, & Philipson, 2010). Even a one 
percent reduction in mortality rates due to cancer could be worth half of a trillion dollars 
(Murphy & Topel, 2006). For children, the greatest returns to investment might be in early 
treatment and prevention of mental health problems, as well as early treatment of chronic 
physical health problems such as asthma, poor vision, diabetes, dental problems, and obesity. 


Children’s physical health and mental health play critical roles in their development. 
Poor health in childhood adversely affects future success (Currie et al. 2010; Case, Fertig & 
Paxson 2005; Case, Lubotsky & Paxson 2002), and children in lower income households are 
more likely to suffer various types of health problems (Currie, 2009). Improvements in child 
health can lead to higher future economic growth and can improve the upward mobility of 
children from low income families. Disparities in child health in the United States have been a 
serious impediment to reducing the persistence of poverty across generations. 


Expanding health insurance has reduced health gaps and their consequences. Greater 
access to Medicaid is associated with better outcomes for health (Currie and Gruber, 1996; 
Finkelstein et al., 2012; Kaestner, Joyce and Racine 2001; Currie et al., 2008), as well as for 
educational attainment and earnings (Cohodes et al, 2017; Gross & Notowidigdo, 2011). Yet 
insurance coverage alone has not eliminated these gaps. Insurance coverage alone does not 
ensure access to high-quality care due to supply constraints, families’ time constraints, and 
families’ limited information. Some families do not live close to high-quality providers 
accepting their insurance, some may find it difficult to take time off from work to seek care for 
themselves or their children, and some might lack the necessary information to seek out 
appropriate care. 
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This report explores access to school-site health and mental health services among the 
general population of K-12 public school students in California. Public schools may be a 
relatively desirable location for efficient and widespread distribution of health and mental 
health services to children. In terms of schools’ health and psychiatric services, readers may be 
most familiar with schools’ special education programs; special education programs are 
designed to target services and learning accommodations to a small fraction of students who 
are formally diagnosed with disabilities. This report does not focus on special education 
programs; special education programs are enormously important for student health but have 
received ample attention elsewhere.1 This report instead examines health and mental health 
programs available to the general student population. These general health services are a 
major part of some schools’ operations, yet they often “fly under the radar” of both education 
policy and health policy discussions (Lear, 2007). 


Prior research studies have linked school-based healthcare and mental health services 
to numerous benefits—better child behavior in school (Carrell & Carrell, 2006; Reback, 2010a, 
Reback, 2010b), lower rates of depression (Paschall & Bersamin, 2018), reduced emergency 
department usage (Santelli et al., 1996), fewer teen births (Lovenheim et al., 2016), higher rates 
of school attendance (Swain, 2018), and higher rates of educational success (Carrell & Hoekstra, 
2014; Reback & Cox, 2017). Advocates for school-based mental health services have 
hypothesized that they may also reduce bullying, violence, and criminal behavior. While it is 
unclear which specific school-based health programs are most cost effective, the benefits of 
having at least some type of healthcare at every public school are typically far greater than the 
costs. 


Across California, some public schools offer universal access to health and mental health 
services through one or more of six mechanisms: 


1. Staff Employed by School Districts 


School districts may employ nurses, counselors, and social workers who work inside their 
schools. California school districts have discretion for deciding how many of these workers 
to employ. Salaries and benefits offered to these workers vary across districts. 


2. Fee-for-Service Providers via Medi-Cal Funding 


School districts, charter schools, and county departments of education may apply for 
reimbursement via Medi-Cal funds, federal Medicaid funds distributed by California’s 
Department of Health Care Services. School districts are reimbursed for 50 percent of the 
allowable billable rate for the services they provide. School districts may provide services 
via district staff or fee-for-service outside providers and can apply for reimbursement for 


1 The Legislative Analyst's Office (2013) summarizes special education classification rates and policies in California, 
and Paul Warren and Laura Hill (2018) provide a report on special education finance in California as part of this 
“Getting Down to Facts” project. Dhuey & Lipscomb (2011) and earlier work by Rodman, Weill, & Driscoll (1999) 
provide comparisons of states’ special education finance policies. 
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eligible expenses via one of two programs. Through the School-based Medi-Cal 
Administrative Activities (SMAA) program, school districts may be reimbursed for 
coordinating Medicaid-eligible services from outside providers—eligible administrative cost 
categories include outreach, transportation, claims administration, and translation services. 
Through the Local Educational Agency Medi-Cal Billing Option Program (LEA BOP), school 
districts may be reimbursed for serving as healthcare providers, with services provided by 
either district employees or outside providers working at the school under contract. The 
majority of students receiving these services are Medicaid-eligible students, and the vast 
majority are students who already have Individualized Education Plans (IEPs). Several 
exceptions also make these services relevant to the general student population: students 
without IEPs may receive screenings, initial treatment for issues revealed during screenings, 
general nursing services, and psychological services. But California’s school districts may be 
reluctant to bill for these non-lEP services because there has been a recent history of 
numerous disputes with CDHCS over Medi-Cal billings and reimbursements (see Section 3 
for further discussion). 


3. School-Based Health Centers 


Some schools host health clinics inside their buildings, called “school-based health centers.” 
Outside agencies, such as local hospitals, operate these centers. Staffing varies, but most 
centers have staff that can prescribe medication, have periodic visits from some specialists, 
and refer children to see other specialists off campus. School-based health centers thus 
provide a wider range of services and referrals than offered by school nurses. A typical 
center might operate during weekdays—including hours immediately before and after the 
school is open—with a nurse practitioner there three to five days a week, a nurse there 
every day, and a psychologist there once per week. Centers only treat a student if the 
student’s parents have granted annual blanket permission for the student to utilize health 
center services. The public schools do not contribute resources to the centers, other than 
providing the space for the center to operate. Some centers bill students’ insurance 
programs for services received, and many also rely on grants, donations, and in-kind 
donation of staff time and equipment from the operating agency. 


4. Mobile Health Clinics 


Mobile health clinics are health centers on wheels; they range in size from small vans to 
large towed trailers. Some schools’ mobile health clinics visit them only a few times per 
year and provide immunizations, sports physicals, and basic screenings. Other mobile 
clinics provide more extensive weekly services to the same one to ten schools each week, 
operating similarly to a school-based health center. Dental vans are mobile health clinics 
offering dental health care only. 


5. Other Partnerships with Non-Profit Organizations 


Non-profit organizations visit some schools, either donating services or billing children’s 
insurance directly for these services. For California’s elementary schools, dental exams for 
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very young children are the most widespread health interventions led by non-profit 
organizations. Denti-Cal is a service funded by Medi-Cal that provides statewide 
Kindergarten Oral Health assessments (California Dental Association, 2018). In California’s 
high schools, the most common type of interventions are counseling programs, with several 
large programs aiming to reduce rates of teen drug use, gang participation, and depression. 


6. Partnerships with Government Agencies 


Three types of local government agencies are occasionally involved with school-based 
health services in select geographic regions: county offices, local health district offices, and 
local police departments. Some county offices of health play an active role in school health 
programs, either directly funding interventions (in addition to the Medi-Cal reimbursements 
described above) or helping to coordinate non-profit organizations’ work with schools. 
Some areas of California have “local health districts,” which are distinct tax jurisdictions 
funded by dedicated voter-approved supplemental taxes on real estate. Some local health 
districts simply fund a regional hospital, whereas others fund a broader array of services, 
such as community health clinics and school-based health programs. Local police 
departments also occasionally sponsor healthcare or counseling programs inside schools. 


This report investigates the following questions about these services in California: 


(1) How does California compare to other states in terms of policies and the rates of service 
provision? 


(2) What fraction of California’s public school students have access to the various types of care 
described above? How does access vary by student characteristics? How does access vary 
by school and community characteristics? 


(3) Given the inconsistent supply of health and mental health provision across California’s 
public schools, what policy options are available to ensure that students do not “fall 
through the cracks”? What are the cost of these options? 


Unless otherwise noted, all statistics in this report apply to the 2014-15 school year, the most 
recent year for which relevant information is consistently available. 


California’s In-school Provision of Health and Mental Health Services 
Compared to Other States 


California ranks near the bottom of states in terms of the amount of school-based 
health and mental health services offered. Rates are especially low for school districts’ direct 
employment of school nurses and school counselors. For school nurses, California ranks 39th, 
with approximately 1 nurse per 2240 public school students (NEA, 2012). For school 
counselors, California ranks last among the 50 states, with approximately 1 counselor for every 
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1,000 public school students.2 California does not offset this low supply of school nurses and 
counselors via high rates of employment of special education staff—California ranks 44" for the 
fraction of students designated with IEPs, with a 10.8% classification rate, and ranks 33" in 
expenditures per pupil for special education teachers and staff salaries.3 California also ranks 
only 39" in terms of Medicaid reimbursements for school-based healthcare per K-12 student 
(CDHCS, 2018). 


While California ranks near the bottom in the provision of services, it does not rank near 
the bottom in terms of children’s needs. California’s unmet child mental health needs may be 
contributing to devastating trends during the past decade: increases in school shootings, teen 
hospitalizations for self-inflicted harm, and teen suicides (Everytown for Gun Safety Support 
Fund, 2018; kidsdata.org, 2018). Rates of suicidal ideation among California teens are above 
the national average, with more than one in five female high school students reporting 
“seriously considering attempting suicide during the past 12 months.” (Austin et al., 

2016). California ranks 28 among states in terms of the estimated percent of the population 
under the age of 17 with a serious emotional disturbance (Technical Assistance Collaborative & 
Human Services Research Institute, 2012). Psychologists use the term “serious emotional 
disturbance” specifically for children, and it describes a variety of disorders (excluding 
developmental disorders) leading to substantial impairment. More than 7.4 percent of children 
in California have a serious emotional disturbance. In fact, California’s mental health issues are 
skewed towards children: California ranks just 41°t among states for the prevalence of serious 
mental illness among adults even though it ranks 28" for the prevalence of serious emotional 
disturbances among children (Technical Assistance Collaborative & Human Services Research 
Institute, 2012). 


California does partially compensate for its low supply of school district nurses and 
counselors via other programs. The counselor and nurse coverage described above might be 
conservative due to California’s use of local health districts; depending on how school 
administrators responded to the surveys used to construct those statistics, they may not have 
included staff whose positions are funded by a local health district rather than by the school 
district. These programs could put California in just a slightly better position of coverage than 
implied by the ranks above, since only a few local health districts sponsor health staff in 
schools. 


California also offers a moderate number of school-based health centers and mobile 
health clinics visiting schools. For school-based health centers, California ranks near the middle 
of the pack (24'* among the 50 states), offering one center for every 26,636 public school 
students.4 In 2016, at least 19 mobile health clinic programs provided basic medical care to 


2 Calculated using NCES (2016a) data. 

3 Calculated using NCES (2016b) data. California spent about $467 per every K-12 student on salaries for special 
education teachers and staff salaries. The relatively high expenditures per special education student in California, 
(with relatively few students designated), reflects higher labor costs in California and greater commitment to 
funding for students with severe disabilities (Dhuey& Lipscomb, 2011). 

4 Calculated using data from School-Based Health Alliance (2017). 
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California public school students—including screenings, vaccinations, and treatment of minor 
infections and illnesses. Eleven of those programs also offered dental examinations and 
cleanings (during some hours of operation).s Eight of the programs offered reproductive health 
care, eight offered health education programs, and only two offered mental health care onsite. 
(California School-Based Health Alliance, 2016) 


Aside from these mobile health clinics, outside organizations working in schools more 
frequently provide mental health care than physical care. In a recent survey of California public 
school principals (RAND, 2018), only 11 percent of principals reported that an outside 
organization provided physical healthcare services at their schools at least once per month; 36 
percent of principals reported that an outside organization provided mental health services at 
their schools at least once per month.s Involvement of non-profit organizations and of non- 
educational government organizations is scattered across the state. As discussed below, 
schools without their own programs are no more likely to receive help from outside 
organizations than schools that do offer counselors, nurses, or health centers. Outside efforts 
are too sporadic to bring California close to the median state in terms of the percentage of 
students with access to school-based healthcare. 


Inconsistent provision of school-based health services in California is unsurprising given 
the lack of a state-level policy on this matter. Figure 1 shows states’ policies for school nurses. 
Like most states, California does not require that schools employ a minimum number of nurses 
per student. California does not allocate any state funding specifically for school nursing 
programs, nor does it formally recommend minimum ratios. California does not require schools 
to offer counselors, nor does it offer targeted funding programs for counselors.7 For 2012-13, 
the state adopted a Middle and High School Supplemental School Counseling Program intended 
to increase the provision of counselors. But, after that first year, the state pooled program 
funds into the general school aid formula; the state no longer required districts to use 
additional funds to supplement their provision of counselors. Without any strings attached, the 
program ultimately did little to boost the provision of counselors. 


s Additional mobile care programs (beyond these 19) offered dental vans, providing only dental services. 

& These rates should be interpreted with caution, because the survey response rate was very low: only 30.7 
percent. If one weights the principals’ responses to try to make them more representative of public schools across 
the state, then these estimated rates increase from 11to 12 percent and from 36 to 44 percent. The actual survey 
question asked principals to describe the work of the three outside organizations that are most important to their 
schools; | categorized organizations as providing mental health services if the principal reported that they do any 
work in at least one of the following areas: substance abuse prevention, violence/bullying prevention, mental 
health care and/or counseling, and crisis intervention. 

7 See Reback (2010b) for a comparison of states’ policies concerning elementary school counselors. 
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Figure 1. States’ Policies for Elementary School Nurses 


Notes: Only one state (Mississippi) that does not require elementary nurses does require high 
school nurses. Sources consulted include Oregon Health Authority (2010), Pearce (2017), and 
ECS (2017). 


Percent of Students with Access 


This section describes rates of California’s public schools’ provision of school-based 
health and mental health services for the general student population. In all cases, provision 
refers to students’ access to care, regardless of whether they actually utilized the health 
services. (Due to confidentiality concerns, it is difficult for researchers to obtain data on health 
care utilization rates.) | combine data from various sources: school staffing data from the 
California Department of Education (2016), school-based health center and mobile health clinic 
data from the California School-Based Health Alliance (2016), and Medi-Cal billing data from the 
California Department of Health Care Services (CDHCS, 2017). Where information was 
incomplete, these data were supplemented with information from organizations’ websites or 
from communications with clinics’ staff members. The reported overlap between health 
centers and other services may be slightly off because our health clinic data are based on 2015- 
16 whereas all other data are from 2014-15. Appendix A contains tables displaying all of the 
specific rates displayed in the bar charts below. 


Figures 2 and 3 display rates of physical health and mental health care access for 
students in first, eighth, and twelfth grade in California public schools. These figures use the full 
sample of California public school students, so all percentages should be interpreted as 
student-level rates. Appendix B shows similar figures limiting the sample to students in public 
schools designated by the National Center for Education Statistics (2017) as “regular” public 
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schools—those that do not “focus primarily on vocational, special, or alternative education— 
and limiting the sample to schools with at least 200 students enrolled. The figures focus on 
regular access to care via the first four types of school-based health care: staff employed by 
school districts, services via Medi-Cal billing, school-based health centers, and mobile health 
clinics. | limit the Medi-Cal coverage category to cases where the schools’ district billed for 
health treatment services that were not part of special education services.s These Medi-Cal 
coverage rates are overstated because, due to data limitations, | count a school as offering 
services if any school in that district billed for treatment of students and | count students as 
having access regardless of whether they themselves were Medicaid eligible. Total health 
coverage rates may still be understated because, aside from Medi-Cal billings and health 
centers and mobile clinics, they do not include outside organizations’ efforts to visit schools. 


Figure 2 reveals that only 19.0%, 20.3%, and 30.0% of California public school students 
in 15, 8, and 12" grade, respectively, have regular access to physical health services in their 
schools. School nurses are the most common type of service offered, with more than 11% of 1% 
grade students and more than 20% of 12"" grade students having access to a school nurse. The 
second most common type of service for elementary and middle school students is Med-Cal 
billing: 5.7% of 1%t grade students are in school districts using Medi-Cal billings for treatments 
and this is the only form of school-based health access for 3.9% of 1° grade students statewide. 
Similarly, 5.2% of 8" grade students attend a school in a district using Medi-Cal billings for 
treatment, and this is the only form of school-based health access for 3.7% of 9°" grade 
students. The second most common type of service for high school students is school-based 
health centers (SBHCs). Nearly 8% of high school students have health centers inside their 
schools, whereas only 1.2% of elementary school students and 2.0% of middle school students 
attend a school with a center. 


21 do not count schools that offered screenings but not treatment, since those screenings are typically used to 
determine whether students should receive an IEP. The rates do not change much if screenings are also included: 
the percentages of 1, 8, and 12" grade students with access to physical health care increases from 19.0% to 
19.8%, 20.3% to 21.3%, and 30.0% to 31.3%. 
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Figure 2. Percent of students with access to school-site physical health care 
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Notes: “SBHC Only” and “Mobile Only” respectively refer to schools served by school-based health centers and 
mobile health clinics, excluding schools also offering traditional school nurses. “Medi-Cal only” refers to schools 
that offer none of the other services above but are located in districts where at least one student received 
Medicaid-billed treatment in spite of the student not having an IEP. These Medi-Cal coverage rates are overstated 
because, due to data limitations, | count a school as offering services if any school in that district billed for 
treatment of students and | count students as having access regardless of whether they themselves were Medicaid 
eligible. Data sources include CDE (2016), CCD (2016), California School-Based Health Alliance (2016), and CDHCS 
(2017). 


Figure 3 reveals that middle and high school students are far more likely than 
elementary school students to have regular access to mental health services. Unlike the 
previous figure, Figure 3 includes SBHCs only if they offered mental health services, and it 
excludes mobile health clinics because only two mobile clinics reported providing any mental 
health services. Medi-Cal services in Figure 3 are limited to psychological services.» Coverage 
rates increase from 37.6% in grade 1 to 83.8% in grade 8 to 93.2% in grade 12. 


High school mental health coverage rates are overstated, because the data do not allow 
us to accurately distinguish counselors who primarily focus on mental health from guidance 
counselors who primarily assist students with course selection, college applications, and career 
decisions. National estimates of high school counselors’ weekly time-use reveal that the 
majority of counselors focus on academic advising rather than on mental health; 61 percent 


9 | include services coded as mental health treatments (Non-IEP/IFSP Psychology Counseling, Individual Treatment - 
Initial, Non-IEP/IFSP Psychology Counseling, Individual Treatment - Additional, Non-IEP/IFSP Psychology 
Counseling, Group Treatment - Initial, Non-IEP/IFSP Psychology Counseling, Group Treatment — Additional). 


9 | Getting Down to Facts II 


spend no more than a few hours on students’ personal development, whereas only 16 percent 
spend no more than a few hours assisting with course selection (Radford et al., 2017).10 
Though this report focuses on mental health, effective academic advising of high school 
students may also provide large benefits to society via increases in rates of college enrollment 
(Hurwitz and Howel, 2014) and better student—college matches leading to higher college 
graduation rates (Castleman and Goodman, 2018). 


SBHCs offer mental health services to 6.7% of high school students but only to 0.7% and 
1.6% of elementary and middle school students, respectively. Reliance on Medi-Cal mental 
health services is more common in the lower grades: 2.6%, 1.3%, and 0.2% of 1%, 8, and 12" 
grade students attend schools where the only regular access to mental health services comes 
from Medi-Cal billings. The overall rates of access to Medi-Cal mental health services for the 
general population of students in those grades are 4.1%, 3.7%, and 2.3% respectively. 


10 “No more than a few hours” refers to counselors reporting spending at most ten percent of their time on that 
activity. While there was not a catch-all category for “mental health issues,” estimates were above 50 percent for 
low intensity in related categories: 52 percent of high school counselors spend no more than ten percent of their 
time on "school/personal problems” and 69 percent spend no more than ten percent of their time on “social 
development” (Radford et al., 2017). 
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Figure 3. Percent of students with access to school-site mental health and counseling 


Figure 3: Percent of Students with Access to School-site Mental 
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Notes: “Counselors/psychologist” refers to school-employed counselors and psychologists who serve the general 
student population and do not exclusively serve students with disabilities. “Clinics Only” refers to schools offering 
neither a district-employed counselor nor psychologist but offering mental health services through a school-based 
health center or a school-based mental health clinic. (These rates are so low that they are not visible; see Table A.3 
in the Appendix for exact rates.) “Medi-Cal Only” refers to schools that offer none of the other services above but 
are located in districts where at least one student received Medicaid-billed psychological services without the 
student having an IEP. Data sources include CDE (2016), CCD (2016), California School-Based Health Alliance (2016), 
and CDHCS (2017). 


School Characteristics and the Provision of School-Based Health Services 


Unlike the prior figures, which displayed student-level rates, the figures below display 
the fraction of schools offering health services. | use school characteristic data from the 
National Center for Education Statistics (2017) and restrict the sample to schools designated 
there as “regular” public schools—those that do not “focus primarily on vocational, special, or 
alternative education.” Charter schools are included, as long as they fit this “regular” school 
definition. 


The first set of figures display how the fraction of schools offering health services is 
correlated with school district organization and with location type (rural, urban, etc.). For 
school district organization, many of California’s districts specialize by either only serving 
students up until 8" grade or only serving high school students. The first panel of Figure 4a 
(first two bars on the left) displays rates by whether the elementary schools are part of a 
unified school district, a district that includes both elementary and high schools. The second 
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panel displays rates by schools’ location type. Regardless of the locale or the district’s 
organization, the majority of California public elementary school students do not have access to 
any physical health services at school. Only 19% of elementary students in Unified districts and 
16% of students in Non-Unified districts offer any type of physical health services to some of 
their general (non-special education) population. Health services are most common in small 
non-rural communities (towns and small/medium-sized suburbs), where school districts are 
relatively likely to use Medi-Cal funds to provide health services to the general population. 
Health services are least common in schools in rural areas (13%) or in large suburbs (14%). 
Schools located in urban and suburban areas are more likely to employ nurses than schools in 
less densely populated areas. Schools located at either end of the population density 
spectrum—in large cities or rural areas—are relatively likely to rely solely on mobile health 
clinics. 


Figure 4a. Percent of elementary schools providing in-school health services 
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Notes: “SBHC Only” and “Mobile Only” respectively refer to schools served by school-based health centers and 
mobile health clinics, excluding schools also offering traditional school nurses. “Medi-Cal only” refers to schools 
that offer none of the other services above but are located in districts where at least one student received 
Medicaid-billed treatment in spite of the student not having an IEP. These Medi-Cal coverage rates are overstated 
because, due to data limitations, | count a school as offering services if any school in that district billed for 
treatment of students and | count students as having access regardless of whether they themselves were Medicaid 
eligible. Data sources include CDE (2016), CCD (2016), California School-Based Health Alliance (2016), and CDHCS 
(2017). 


Figures 4b and 4c display the percentages of middle and high schools offering universal 
access to physical health services. Only 19.7% of middle schools in Unified districts and 19.8% 
of middle schools in Non-Unified districts offer any type of physical health services to some of 
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their general (non-special education) population. For high schools, these rates are 24.7% and 
24.8% respectively. The most notable difference across grade levels is the greater frequency of 
health centers serving high schools, especially in large cities. High schools in large cities are the 
only setting where students are more likely to have access to a school-based health center than 
to a traditional school nurse. 


Figure 4b. Percent of middle schools providing in-school health services 
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Figure 4c. Percent of high schools providing in-school health services 
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Notes: See notes to Figure 4a. 


Figures 5a, 5b, and 5c display rates of schools offering mental health care services inside 
their buildings. The majority of elementary schools do not offer any form of mental health 
service to the general student population. Health centers offering mental health services are 
extremely rare in the states’ elementary schools. Provision of elementary level mental health 
services is lower in schools that are elementary-only districts (31.8%) than in unified districts 
(43.1%). Elementary schools in elementary-only districts and in small towns are able to partially 
offset their lower provision of counselors and psychologists by billing more mental health 
services to Medi-Cal. Mental health services in schools in rural areas are relatively rare at all 
grade levels. 
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Figure 5a. Percent of elementary schools providing in-school mental health services 


Figure 5a: Percent of Elementary Schools Providing In-school 
Mental Health services 


Not Unified Unified Large City Small/Mid- Large suburb Small/Mid- Town Rural 


size city size suburb 
Elementary Location 


‘Ss Both Counselors and SBHC # Only Counselors/psychologists 4’ SBHC only EI! Medi-Cal only Hnone 


Notes to Figure 5a: “Counselors/psychologist” refers to school-employed counselors and psychologists who serve 
the general student population and do not exclusively serve students with disabilities. “Clinics Only” refers to 
schools offering neither a district-employed counselor nor psychologist but offering mental health services through 
a school-based health center or a school-based mental health clinic. “Medi-Cal Only” refers to schools that offer 
none of the other services above but are located in districts where at least one student received Medicaid-billed 
psychological services without the student having an IEP. Data sources include CDE (2016), CCD (2016), and CDHCS 
(2017). 


Unlike elementary schools, the majority of middle and high schools do offer mental 
health care to the general student population. Middle schools in rural areas and small towns 
are less likely than other middle schools to offer counselors. Fewer than 65 percent of rural 
high schools employ any counselors; in all other settings, more than 80 percent of high schools 
employ counselors. 
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Figure 5b. Percent of middle schools providing in-school mental health services 
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Figure 5c. Percent of high schools providing in-school mental health services 
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Notes: See notes to Figure 5a. 
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Figures 4 and 5 depict variation in service coverage rates across various types of 
locations, yet there is also substantial variation across schools within the same school districts. 
Ignoring Medi-Cal billings, the percentage of districts providing health coverage at all of their 
schools of a given grade level is only 6.2%, 9.1%, and 10.5% for the elementary, middle, and 
high school levels, respectively. For counselors and mental health care, these rates are 16.0%, 
61.9%, and 74.4%. 


The next set of figures provides comparisons of health services across schools with 
different types of enrolled students. For each category describing students, schools are divided 
into three equally-sized groups: highest third, middle third, and lowest third. Figures 6a, 6b, 
and 6c summarize physical health services by group. The four categories are: (i) the percent of 
students receiving free or reduced-priced lunch (a proxy for the percent of students from low- 
income families), (ii) the percent of students whose ethnicity is classified as White, (iii) the 
percent of students whose ethnicity is classified as Hispanic, and (iv) the total number of 
students enrolled at the school. 


Elementary and middle schools serving a high proportion of students from low-income 
families are more likely to offer health services. High schools with high proportions of students 
from low-income families are less likely to offer health services; they are relatively likely to host 
school-based health centers but relatively unlikely to employ school nurses. Schools serving 
greater shares of Hispanic students are slightly more likely to offer health services, a pattern 
driven by their districts’ greater use of Medi-Cal funds for health screenings and treatment. 
Schools with larger enrollments are more likely than smaller schools to offer health services. 
For elementary schools, schools in the top tertile are twice as likely as those in bottom tertile to 
offer any physical health services (see Figure 6a), and the differences are even more stark for 
high schools (see Figure 6c). 
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Figure 6a. Percent of elementary schools offering physical health services, by student 
characteristic tertiles 
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Notes for Figure 6a: “SBHC Only” and “Mobile Only” respectively refer to schools served by school-based health 
centers and mobile health clinics, excluding schools also offering traditional school nurses. “Medi-Cal only” refers 
to schools that offer none of the other services above but are located in districts where at least one student 
received Medicaid-billed treatment in spite of the student not having an IEP. These Medi-Cal coverage rates are 
overstated because, due to data limitations, | count a school as offering services if any school in that district billed 
for treatment of students and | count students as having access regardless of whether they themselves were 
Medicaid eligible. Data sources include CDE (2016), CCD (2016), California School-Based Health Alliance (2016), 
and CDHCS (2017). 
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Figure 6b. Percent of middle schools offering physical health services, by student characteristic 
tertile 
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Notes: See notes to Figure 6a. 
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Figure 6c. Percent of high schools offering physical health services, by student characteristic 
tertiles 
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Notes: See notes to Figure 6a. 


Figures 7a, 7b, and 7c summarize mental health services by the same tertiles as above. 
The middle schools and high schools failing to provide any mental health services are smallest 
schools—those in the bottom tertile for student enrollments. Only 51.2% of small middle 
schools and 63.1% of high schools provide mental health services, whereas the rates for 
medium-sized middle schools and high schools are 86.7% and 97.3% respectively. Aside from 
the size of student enrollments, student characteristics are not strong predictors of variation in 
the overall rates of mental health services across schools. Schools with low proportions of 
white students or high proportions of students from low-income families are relatively likely to 
host school-based health centers with mental health services but not much more likely to 
employ school counselors or psychologists. 
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Figure 7a. Percent of elementary schools offering mental health services, by student 
characteristic tertiles 
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Notes for Figure 7a: “Counselors/psychologist” refers to school-employed counselors and psychologists who serve 
the general student population and do not exclusively serve students with disabilities. “Clinics Only” refers to 
schools offering neither a district-employed counselor nor psychologist but offering mental health services through 
a school-based health center or a school-based mental health clinic. “Medi-Cal Only” refers to schools that offer 
none of the other services above but are located in districts where at least one student received Medicaid-billed 
psychological services without the student having an IEP. Data sources include CDE (2016), CCD (2016), and CDHCS 
(2017). 
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Figure 7b. Percent of middle schools offering mental health services, by student characteristic 
tertiles 
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Notes: See notes to Figure 7a. 
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Figure 7c. Percent of high schools offering mental health services, by student characteristic 
tertiles 


Figure 7c: Percent of High Schools Offering Mental Health Services, 
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a 


100% 
90% 
80% 
70% 
60% 
50% 
40% 
30% 
20% 
10% 


a3 NY 


0% x a x, 2 i. s 
Low Middle High Low Middle High Low Middle High Low Middle High 
% Free lunch % White % Hispanic Number of Students 


> Both Counselors and SBHC s Only Counselors/psychologists 3 SBHC only & Medi-Cal only tanone 


Notes: See notes to Figure 7a. 
Rates of School-Based Health Services by Schools’ Other Resources 


The decision to offer school-based health services might be related to provision of 
other, related resources. The next sets of figures reveal whether physical health or mental 
health service rates differ based on schools’ provision of teachers or on schools’ provision of 
special education services. Schools are divided into tertiles based on either pupil-teacher ratio 
(a high ratio implying larger class sizes) or on the proportion of students who have been 
designated with an Individualized Education Plan for special education services. 


Schools with smaller class sizes (low pupil-teacher ratios) are less likely to employ school 
nurses, perhaps due to explicit decisions to devote resources to hire an additional teacher 
rather than a nurse. Among schools in the tertile associated with the smallest class sizes, only 
7.3% of elementary schools, 9.1% of middle schools, and 5.1% of high schools employ a school 
nurse; they are also unlikely to offer any type of school-based physical health service (only 
14.8% of elementary schools with small class sizes, 16.0% of middle schools, and 20.0% of high 
schools). 


Some schools may make another tradeoff—greater special education classifications 


versus greater provision of health services to the general student population. Only 9.6%, 
13.7%, and 17.8% of elementary, middle, and high schools in their highest tertiles for IEP 
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classifications offer physical health services, whereas 22.6%, 24.5%, and 31.1%, respectively, do 
in the lowest tertiles. One mechanism for this tradeoff is apparent in these figures—districts 
where schools have relatively low rates of special education classifications are more likely to 
use Medi-Cal funds to provide some health services to students who have not received IEP 
designations. 


Figure 8a. Percent of elementary schools offering health services by pupil/teacher ratio and IEP 
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Notes for Figure 8a: “SBHC Only” and “Mobile Only” respectively refer to schools served by school-based health 
centers and mobile health clinics, excluding schools also offering traditional school nurses. “Medi-Cal only” refers 
to schools that offer none of the other services above but are located in districts where at least one student 
received Medicaid-billed treatment in spite of the student not having an IEP. These Medi-Cal coverage rates are 
overstated because, due to data limitations, | count a school as offering services if any school in that district billed 
for treatment of students and | count students as having access regardless of whether they themselves were 
Medicaid eligible. Data sources include CDE (2016), CCD (2016), California School-Based Health Alliance (2016), 
and CDHCS (2017). 
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Figure 8b. Percent of middle schools offering health services by pupil/teacher ratio and IEP 
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Notes: See notes to Figure 8a. 


Figure 8c. Percent of high schools health services by pupil/teacher ratio and IEP 
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Notes: See notes to Figure 8a. 
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Figures 9a, 9b, and 9c reveal how schools’ mental health services vary based on schools’ 
other resources. Schools with smaller class sizes, especially high schools with smaller class 
sizes, are less likely to employ counselors. This pattern is not simply a result of smaller high 
schools tending to have smaller class sizes; class sizes are statistically significant predictors of 
high schools’ mental health services even if one controls for schools’ total student enrollments. 


Some substitution between special education services and broader mental health services 
seems to occur at the elementary level but not necessarily at other levels. Only 25.4% of 
elementary schools in the highest tertile for IEP classifications offer mental health services, 
whereas 35.2% do in the lowest tertile. The mechanism here is once again greater district use 
of Medi-Cal funds for the general population in districts where elementary schools’ special 
education classification rates are low. Middle schools with low special education rates are also 
more likely to have their districts use Medi-Cal funds for the general population, but these 
middle schools are relatively unlikely to employ counselors. 


Figure 9a. Percent of elementary schools offering mental health services by pupil/teacher ratio 
and IEP 
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Notes: “Counselors/psychologist” refers to school-employed counselors and psychologists who serve the general 
student population and do not exclusively serve students with disabilities. “Clinics Only” refers to schools offering 
neither a district-employed counselor nor psychologist but offering mental health services through a school-based 
health center or a school-based mental health clinic. “Medi-Cal Only” refers to schools that offer none of the other 
services above but are located in districts where at least one student received Medicaid-billed psychological services 
without the student having an IEP. Data sources include CDE (2016), CCD (2016), and CDHCS (2017). 
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Figure 9b. Percent of middle schools offering mental health services by pupil/teacher ratio and 
IEP 
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Notes: See notes to Figure 9a. 
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Figure 9c. Percent of high schools offering mental health services by pupil/teacher ratio and IEP 


Figure 9c: Percent of High Schools offering Mental Health Services 
by Pupil/teacher ratio and IEP 


0% AN K : KS RN » 
Low Middle High Low Middle High 


Pupil Teacher Ratio IEP 


‘) Both Counselors and SBHC # Only Counselors/psychologists { SBHC only Gl Medi-Cal only anone 


Notes: See notes to Figure 9a. 


Additional School-Based Health Services via Non-Profit Organizations and Intergovernmental 
Partnerships 


As mentioned earlier, the rates of health and mental health services presented in 
Figures 2 through 9 slightly underestimate coverage because they ignore the occasional 
services volunteered by outside governmental agencies and by non-profit organizations. This 
underestimation is mild for physical health services and more significant for mental health 
services. My analysis of a recent survey of school principals (RAND, 2018) suggests that fewer 
than 12 percent of schools that | coded as not offering their own physical health services may 
have offered some physical health services via outside organizations’ work at least partly 
funded from outside sources. My analysis of the same survey suggests that more than 28 
percent of schools that | coded as not offering their own mental health services may have 
offered these services via outside organizations’ work at least partly funded from outside 
sources. While some of these organizations only work in the school occasionally, principals 
report that more than 60 percent of them visit the school at least once per week. Schools not 
offering school-based health services are actually /ess likely to host outside health 
organizations; the differences are statistically significant (p<.05) for physical health services but 
insignificant (p>.10) for mental health services. One possibility is that outside organizations 
may be more likely to target high-needs schools regardless of those schools’ pre-existing 
services. Another possibility is that schools with principals who are unusually committed to 
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health services may be able to offer multiple forms of services. Given the small sample size and 
high non-response rate in the survey (see footnote 6), these patterns are merely suggestive 
rather than conclusive. 


In addition to outside organizations assisting with health and mental health care, a 
relatively high number of organizations assist with students’ “career placement,” perhaps 
reflecting a perceived need in light of California’s relatively low employment of school 
counselors. But once again, schools without counselors are no more likely than other schools 
to host outside organizations offering career placement services. 


As for mental health services from outside organizations, one of the most common goals 
is violence prevention. A non-profit organization called California Youth Outreach provides 
services at select public schools across the state aiming to reduce student suspensions, student 
truancy, and youth gang violence. Some communities have their own targeted programs, such 
as Sonoma County’s “CAPE” Crisis Assessment, Prevention, and Education Team for Transitional 
Youth ages 16-25; that program serves nine high schools. Oakland has a “community schools” 
program which partners with organizations such as “Alameda County Our Kids Program” for 
universal mental health services at a limited number of schools. The “Our Children, Our 
Families” program in San Francisco enlists many non-profit organizations, including 23 
organizations that do work related to health, mental health, or health education. Only a few of 
those 23 organizations, however, do work inside of school buildings; most notably, a group 
called SF Wellness works with 15 high schools in San Francisco. 


Outside organizations providing health education or nutritional programs are less 
common. The El Monte school district has a Coordinated School Health Team providing 
nutrition and health education to its elementary and middle schools. The presence of a “School 
Wellness Council” there demonstrates their desire to mobilize attention toward these issues. 


Dental screenings for Kindergarteners are one of the few types of services that have 
gained statewide traction. Denti-Cal is a service funded by Medi-Cal that provides statewide 
Kindergarten Oral Health assessments (California Dental Association, 2018). Parents are asked 
to provide a record of a dental examination for their children when they register their children 
for Kindergarten. Denti-Cal programs attempt to fill in the gaps for Kindergarten students who 
have not had these prior exams. For example, San Francisco’s Children’s Oral Health 
Collaborative provides dental screenings for all San Francisco public school Kindergarten 
students. 


Most of California’s in-school nonprofit activity is highly localized and not part of larger 
networks. Communities in Schools is a national organization that pairs nonprofit organizations 
with public schools that could benefit from their services. Communities in Schools works 
directly in more than 2,000 schools across the country yet has only two local affiliates in 
California—one serving Los Angeles specifically and another serving the San Fernando Valley. 
The former works in ten middle/high schools and the latter works in only three charter schools. 
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As mentioned earlier, California is somewhat unique among states in that some of its school 
districts collaborate with up to three types of outside governmental organizations for 
healthcare: county departments of health, local health districts, and local police departments. 
County departments of health involvement in schools varies widely, with some counties heavily 
involved through mobile health centers or through wellness initiatives. The wellness initiatives 
are often temporary programs funded through special grants. For example, San Diego County’s 
Department of Health assists the San Diego County Office of Education in administering mental 
health and violence prevention services through Project Cal-Well, a five year federal grant 
administered by the California Department of Education. Most local health districts exclusively 
serve children outside of schools, through hospitals and community health clinics. But some 
are more focused on schools; for example, the Sequoia Health District funds a wellness 
coordinator in each of the school districts located within its borders, and it also funds nurses, 
counselors, and even Physical Education programs in some of the schools in these districts. In 
other communities, local community police department funding for school-based health, 
mental health, and counseling ties in with the idea that broad school-based interventions may 
help produce academic success and decrease rates of future criminal behavior. Police- 
sponsored activities include counseling, violence prevention, and substance abuse prevention 
programs. 


Some Policy Options and Their Costs 


Recent changes to federal tax law have increased California’s burden for local 
investments, including investments in school-based health. The elimination of federal income 
tax deductions for state and local tax payments effectively raised the price many households 
face for an additional dollar of state or local government spending. A greater share of 
California’s households will no longer take itemized deductions on their federal income taxes, 
which means they will no longer receive a tax break from their charitable contributions and 
may choose to donate less. Local governments and nonprofit organizations are the primary 
providers of school-based health services, and both will face greater challenges for raising 
revenues. 


Given these challenges, the policy options below describe ways of providing a basic 
minimum level of services across the state without large changes in public spending. While 
more aggressive policies might be worthwhile, the policy options below would each produce 
substantial economic returns to the state without requiring major tax increases or substantial 
cuts to other public programs. Cost estimates presented for each policy option are the total 
cost to California residents, regardless of the funding source. This report does not take a 
position on how to best fund these “costs to the state”; if funded through state-level tax 
dollars, the policies would need to be designed to ensure that districts use the designated 
dollars appropriately rather than shifting them to other types of expenditures. Costs per 
student refer to costs divided by the total number of K-12 public school students, regardless of 
the grade levels that the policy would target. 


The first three policy options cover expansions of counseling and mental health programs: 
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1. Offer a basic minimum level of high school counselors. 


a) Require at least a 0.5 FTE (full-time equivalent) counselor at every high school, and 
b) Require all high schools to offer a student—counselor ratio of no more than 600 students 
per counselor by requiring a 0.5 FTE counselor for every 300 students enrolled. 


The first part of this plan, requiring at least a 0.5 FTE counselor at every high school, 
would require funding for at least 150 additional full-time high school counselors.11 The 
average salary for these additional counselors would likely need to be between $54,000 and 
$62,000 per year during the first few years, depending on the average experience-level of 
hired and retained counselors.12 There would be substantial additional annual costs for 
benefits (pension contributions, health insurance, payroll taxes, etc.), as well as one-time 
search costs for school districts needing to hire them.13 All in, the annual staffing cost of this 
program to the state would likely be in the range of 11.6 to 13.3 million dollars, equivalent to 
about $2 of additional spending per California K-12 public school student. Schools would also 
need appropriate space for the additional counselors to work. The cost of space will be close 
to zero for schools that have suitable rooms that would have otherwise been vacant. The cost 
of space will be moderate for schools that can invest in a one-time redesign of space that does 
not impose much of a sacrifice of other resources, such as dividing a meeting room in half if it 
is still large enough to comfortably host similar events as in the past. 


The second part of this plan would be more expensive, because 355 high schools 
recently had ratios above 600 students per counselor. Note that this 600:1 minimum ratio is 
conservative—the American School Counselor Association recommends a ratio of no more 
than 250 students per counselor. If the first part of this plan (the 0.5 FTE counselor minimum 
per school) were adopted, then only 239 of these 355 high schools would still need to hire 


11 As of 2014-15, 186 of California’s regular public high schools did not offer even a part-time counselor, and 18 
additional high schools offered a counselor at less than half-time. Under the most optimistic sharing and part-time 
employment scenario, the 186 high schools would need to hire 93 counselors and the other 18 schools would need to 
hire 4 counselors to bring all of those schools up to having a half-time counselor each. Without displacing 
counselors from other schools, this would require the state system to employ 97 additional full-time counselors. 
Under a more realistic scenario, assume that counselors must be employed full-time by a single school district — 
counselors may be shared across two high schools only if those schools are in the same district. Under that 
assumption, the state system would need to hire 155 new high school counselors. 

12 A typical salary schedule for counselors in California begins at close to $50,000 for hires without any prior 
experience and increases up to $80,000 for more experienced counselors. Many of the additional counselors hired 
during a state expansion would have to be relatively inexperienced. 

13 Throughout this report, | estimate the cost of employee benefits as equivalent to 38 percent of the cost of 
salary—with 38 percent equal to the sum of estimated employer health insurance contributions (16 percent), 
retirement contributions by localities and the state (10.25 percent), and payroll taxes paid by the employer (11.75 
percent). Note that the social cost of these programs will actually be slightly lower, because payroll taxes help to 
fund government budgets. | include payroll taxes here so that the cost estimates reflect how much additional 
revenues will need to be dedicated specifically to this sector. | estimate hiring and search costs to be equivalent to 
5 percent of all salaries per year, though they may be higher than this in the very first year of a program expansion 
and lower in subsequent years. 
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additional counselors. To reach this minimum level, these 239 high schools would require 
funding for 373 full-time counselors.14 The annual cost to the state, on top of the costs from 
the first part of the plan, would likely be in the range of 28.8 to 33.1 million dollars, equivalent 
to between $4 and $5 of additional spending per California public student. Together, both 
parts of the plan would require an allocation of about $43 million annually for staffing costs, or 
about $7 per California public school student. 


2. Require all elementary schools to offer a minimum amount of mental health care. 


Policy-makers may wish to focus on expanding school-based mental health care 
programs for California’s youngest children, since less than half of elementary school students 
currently have access to school-based mental health care. A flexible plan could require that 
each elementary school offers mental health care services to the general student population at 
least once per week. Schools could satisfy this requirement in one of several ways: (1) employ 
a counselor or psychologist with at least 0.25 FTE appointment (a counselor could travel to, at 
most, four different schools one day per week and use the fifth day for paperwork and 
communications and planning), (2) host an outside-funded organization (such as a non-profit 
group or police-sponsored counselors) providing appropriate care for at least one day per 
week, or (3) host a school-based health center that offers mental health services. 


To meet these requirements, assuming that some elementary schools would satisfy this 
requirement by continuing to host an outside-funded organizations, the state would need to 
hire 1,722 additional elementary school counselors. Using similar staffing cost assumptions as 
in policy proposal #1 above, the staffing cost of adding this requirement could be between 111 
and 127 million dollars annually, or between $17 and $20 per California public school student. 
There would also be costs for the additional space needed in schools. 


3. Require all middle schools to offer some form of mental health care. 


Since middle school level coverage currently exceeds elementary school coverage, the 
incremental cost of promoting mental health coverage across all California middle schools is 
somewhat cheaper than for elementary schools. To provide minimally effective mental health 
services, middle schools may need to offer services on-site at least twice per week. Middle 
schools could satisfy this requirement in one of several ways: (1) employ a counselor or 
psychologist with at least 0.5 FTE appointment (a counselor could, at most, travel to two 
different schools two days per week and use the fifth day for paperwork and communications 
and planning), (2) host an outside-funded organization such as a non-profit group or police- 


14 Similar to footnote 11, this estimate of 373 full-time counselors assumes that counselors’ time may be divided 
across multiple high schools within the same school district but cannot be divided across districts. 

15 For this estimate, I assume that 16.5% of elementary schools would continue to use an outside organization to 
provide mental health services at least once per week. My analysis of the RAND (2018) data suggests that about 
22% of elementary schools currently do so without providing other forms of mental health services, and I assume 
that three-quarters of those schools would continue to do so. Ignoring outside organizations’ efforts and requiring 
all elementary schools to directly offer mental health services would raise staffing costs by nearly 20 percent—from 
a range of $111-127 million to $133-$152 million. 
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sponsored counselors for at least two days per week, or (3) host a school-based health center 
that offers mental health services at least two days per week. 


To meet these requirements, assuming that a small fraction of middle schools would 
satisfy this requirement by continuing to host an outside-funded organizationis, the state 
would need to hire 276 additional middle school counselors. Using similar staffing cost 
assumptions as in policy proposal #1 above, the staffing costs of adding this requirement could 
be between 19.5 and 22.3 million dollars annually, or between $3 and $4 per California public 
school student. There would also be costs for the additional space needed in schools. 


The next two policy options describe ways in which the state could better leverage small 
existing healthcare programs. Although employing nurses or health clinics in all public schools 
would be prohibitively expensive, schools without these services could gain a minimum level of 
coverage by greater hiring of fee-for-service providers and greater use of mobile health clinics. 


4. Promote greater levels of school-based health services billed to Medi-Cal for healthcare 
and mental health services offered to general population students. 


While most Medi-Cal billing in schools is for services provided to students with IEPs, 
current policy permits billing for some services provided to other Medicaid-eligible students. 
Eligible screenings include hearing, vision, health/nutrition, and psychosocial assessments. 
Eligible services include general nursing services and initial treatment for issues revealed in 
those assessments, including psychological services. Medicaid-eligible students may receive up 
to 24 “service units” of some types of services over a 12-month period for services unrelated to 
IEPs. Service units are small, typically fifteen minutes of care. For example, a district would be 
able to bill for a student receiving 12 medically-important 30-minute psychological counseling 
sessions during a 12-month period even if the student’s condition does not warrant an IEP. 


Medi-Cal billing for non-IEP students has amounted to less than 1 percent of all Medi- 
Cal billing by school districts. As shown in Figures 2 and 3, only a small percentage of school 
districts use Medi-Cal billings as a substitute for providing services through district employees. 
This small percentage is not due to districts having insufficient numbers of Medicaid eligible 
students—Figure 6 shows that usage of Medi-Cal for students without IEPs is quite low even for 
schools enrolling large shares of students from low-income families. And this is a small 
percentage of an overall low rate—recall that California ranks only 43 among states for 
Medicaid spending for school-based health care. 


A major obstacle to mental health services for children without IEPs is the lack of 
alignment of incentives, access, funding, and responsibilities. In 2012, California returned the 


16 For this estimate, I assume that 8.7% of middle schools would continue to use an outside organization to provide 
mental health services at least once per week. My analysis of the RAND (2018) data suggests that about 11.6% of 
middle schools currently do so without providing other forms of mental health services, and I assume that three- 
quarters of those schools would continue to do so. Ignoring outside organizations’ efforts and requiring all middle 
schools to directly offer mental health services would raise staffing costs by nearly 10 percent—from a range of 
$19,5-22.3 million to $21.4-$24.4 million. 
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responsibility of child mental health to school districts, but only for children with IEPs. County 
behavioral health departments are responsible for the mental health of all other children. Yet 
there is no mechanism to induce collaboration between county behavioral health departments 
and school districts. For example, mental health screenings and follow-up care are major 
components of EPSDT (Early and Periodic Screening, Diagnosis, and Treatment) under Medicaid, 
a benefit available to all Medicaid-eligible children regardless of whether they have IEPs. 
Elementary schools and pre-schools are logical places to target EPSDT benefits, because the 
motivation for EPSDT is to detect problems early in childhood. Yet responsibility for California’s 
EPSDT programs for students without |EP’s falls to counties rather than school districts 
(California School-Based Health Alliance, 2018). While county behavioral health departments 
receive annual state revenue distributions to provide children with needed EPSDT screenings 
and services, they are not compelled to work inside school buildings or to collaborate with 
school districts. Only a few districts receive reimbursement for EPSDT services (at a 50 percent 
rate) by contracting with their county behavioral health department. Very few districts have 
billed for psychosocial assessments and treatments for non-lEP students under the Medi-Cal 
billing option program. Without a statewide policy aligning revenues with tangible 
responsibilities and with access to children, many children throughout the state never receive 
needed mental health screenings. 


Districts have also had substantial disputes with the California Department of Health 
Care Service (CDHCS) concerning Medi-Cal reimbursements under both the SMAA and LEA BOP 
programs. After a federal audit uncovered abuse of the SMAA program by one school district 
and two county offices of education, the CDHCS enacted statewide austerity measures for both 
programs. CDHCS froze all SMAA payments for several years, so participating districts were 
submitting billing forms without knowing the timing and size of the eventual reimbursements. 
CDHCS also punished many districts by revising previously-authorized payments downward for 
LEA BOP claims, often using standards that had not been established during the actual years of 
the billings. The largest controversies over claims in the LEA BOP program have focused on 
issues that would not necessarily affect billings for non-IEP services differently than other 
billings: issues such as expensing for trained health care aid services or for certain types of 
transportation services. Yet the lack of clear guidance for billings and for compliance with 
audits, as well as denials of claims for vaguely-worded “failure to provide proper 
documentation,” likely discouraged the use of claims for students without IEPs. Districts may 
now be dropping out of the program entirely due to continued uncertainty over compliance 
rules and due to fears that newly-submitted claims will be washed away by the CDHCS’s efforts 
to recapture previously-distributed funds. 


Aside from uncertainty about audits and reimbursements, there are various costs that 
can dissuade districts from using outside providers for services partly funded by the Medi-Cal 
program. First, the district must contribute 50 percent of the service costs. Second, there are 
the administrative costs of finding a fee-for-service provider, coordinating with that provider, 
keeping detailed records, submitting invoices and documentation, and responding to annual 
audit requests. Third, reimbursement rates for the services provided are often low, so few 
providers may want to step in unless they are enticed by a call for philanthropy. Principals or 
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superintendents would have to recruit a fee-for-service provider that will serve non-IEP 
students, without having the extra special education funding that goes along with IEP students. 
They would be taking a calculated risk that parents will be satisfied with the quality of care 
provided to their children. All of these administrative costs and monitoring costs would be on 
top of the districts’ responsibilities for coordinating services for its special education students. 


While a cloud of uncertainty continues to hang over the school-based Medi-Cal billing in 
California, there are some potential opportunities to promote greater use of billings for non-IEP 
services. In December 2014, a rule interpretation change made it permissible to do so even for 
services offered for free to non-Medicaid-eligible students in the same school districts. 
Previously, districts could not bill Medi-Cal for services such as counseling programs if they 
were providing that program to non-Medicaid eligible students for free. Under the new 
guidance, a school can host a counseling program and bill Medi-Cal for all students with IEPs 
receiving services, further bill Medi-Cal for any additional Medicaid-eligible students receiving 
services and lacking private insurance, bill insurance companies for privately-insured students 
receiving services, and offer the services for free to remaining students. This policy change 
could be enticing for increasing Medi-Cal billing in places where just a small fraction of students 
are not eligible for Medicaid, especially because of relatively high administrative cost for 
collecting fees from non-Medicaid-eligible families. This new rule, nicknamed the “free care 
rule”, is another area where the CDHCS should publish clear and specific guidelines. 


In the interest of reducing uncertainty around LEA BOP claims moving forward, a state 
bill (AB 3192) would compel CDHCS: 


..in consultation with the LEA Ad Hoc Workgroup and the State Department of 
Education, to prepare and complete a fiscal and program compliance audit guide for 
the LEA Medi-Cal billing option. The bill would require the department to distribute 
the audit guide to LEAs by June 30, 2019. The bill would require the department to 
provide specific written notice prior to adopting a revision to the audit guide and 
would further require the department to only conduct an audit of a Medi-Cal billing 
option claim according to the audit guide and any revisions that are in effect at the 
time the service was provided. (California Legislative Information, 2018) 


Passage of this bill, or a similar policy, could create a better climate for expansion of 
non-lEP Medi-Cal billings by reducing uncertainty surrounding compliance and audits. The 
Department of Health Care Services currently provides information about procedures through 
links on its website, but the information is scattered across several places, is not always 
complete, and is sometimes contradictory. The main costs of this audit guide policy would be 
relatively low: the labor costs of Department of Health Care Services’ efforts to streamline and 
enhance the guidelines and to update the guidelines in a timely fashion. That Department 
might be able to simply shift resources by offering fewer in-person training sessions, (which not 
all districts are willing to devote resources to attend), and devoting more manpower to creating 
a centralized document that explains the full details of expense guidelines in a sufficient 
manner that would enable districts to successfully pass audits. 
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The costs for enticing districts to expand their Medi-Cal billings will reflect both the 
costs of the enticements and the services themselves. Federal Medicaid funds only partially 
subsidize the healthcare services, and there is a risk that federal support for Medicaid may 
decline in the future. Even so, billings for non-IEP students are currently so small that the direct 
costs of a large expansion would be relatively low. Non-lEP billings would remain a small 
fraction of the more than $140 million in total Medi-Cal billings by school districts. A 
quadrupling of the recent levels of use of school districts’ non-IEP Medi-Cal billings would mean 
moving from $1.42 million to $5.68 million annually, an increase equivalent to less than 68 
cents per California K-12 public school student. 


Aside from improved directives from the CDHCS, other policies used to attract this level 
of additional billing would likely be relatively expensive. One enticement option would be to 
provide greater funds to county health departments that are able to induce greater billing rates 
out of their local school districts—this might incentivize county offices to allocate staff time to 
provide districts with administrative assistance with billing and assistance with finding fee-for- 
service providers. Another enticement option would be to create a new program that funds 
services for non-eligible students at schools where at least 80 percent of students are eligible. 
This would make it easier to offer school-wide programs—screenings, preventative care, a half- 
time nurse, etc.—that bill Medi-Cal for a large share of their costs but could use additional 
funding. A different option would be to require that school districts have some form of 
healthcare offered to the general student population at each of their schools for a minimum of 
once per month. The permitted forms of care could include traditional care (school nurses and 
school psychologists), visits from mobile health clinics, visits from other outside healthcare 
providers, or a minimum amount of fee-for-service billings. Any of these options would impose 
significant regulatory and administrative costs. 


5. Greater use of mobile health clinics for screenings, routine treatments, and referrals. 


Current mobile health clinics programs represent a promising model for spreading 
students’ access to physical health services. Unlike the policy options above, expanding the 
number of mobile health clinics would require minimal space allocations from schools: just a 
parking space when the van or trailer is there. The costs of operating the mobile health clinic 
include the costs of leasing or buying the van, maintaining the equipment, paying the staff, 
gasoline, and vehicle insurance costs. National reporting on mobile clinics estimates that there 
may be between 1,500 and 2,000 in operation and that they “cost about $300,000 initially and 
$375,000 annually to operate” (Srinivasan, 2015). The annual costs in California are likely 
greater, due to higher labor costs and more expensive gasoline prices. 


An advantage of mobile health clinics is that they may serve several schools during the 
same week and can also be used as community health clinics on the weekends and outside of 
school hours. Contra Costa and Fresno Counties have programs that rotate mobile health vans 
across multiple schools; under this type of program, a van typically visits one particular public 
school for four hour clinic shifts twice per week. The shifts are often scheduled so that the van 
is either on site for at least thirty minutes before the school day starts or at least one hour after 
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the school day ends, so that students may access the clinic hours without necessarily missing 
class time. If a van were to visit only two schools per day and visit each school only once per 
week, then the van could serve ten different schools per week. Assuming an annual cost of 
$500,000 ($40,000 for purchase payments or leasing the van and $460,000 for operating costs), 
the cost would be $50,000 per school. An additional worthwhile cost would be time spent by 
county department of health officials coordinating with the operators of the mobile health 
clinics—they could collaborate to ensure that mobile health clinic staff have a current and 
accurate roster of outside health providers for referrals for more serious issues. 


Requiring every public school to have either a school nurse at least one day per week, a 
school-based health center, or a mobile health van visiting for three to four hours per week 
would represent an increased annual cost to the state of about $374 million17, equivalent to 
$59 per K-12 public school student. One way to reduce this total cost, as described above, 
would be to allow schools to otherwise satisfy a health services requirement by making some 
minimum level of fee-for-service Medi-Cal billings. The option of using Medi-Cal billings might 
be relatively popular in smaller suburban school districts (see Figures 4a, 4b, and 4c). 


Conclusion 


There are large potential economic returns to bringing California’s school-based health 
and mental health programs up to a basic minimum level at all schools. Given the sporadic use 
of school-based health care in California’s schools, there are some relatively low-intensity 
reforms that could make a meaningful difference for the future success of numerous California 
children. Even in a challenging fiscal environment, California has a tremendous opportunity to 
invest in school-based healthcare. Gradual expansions of health services are preferable to 
overnight expansions, so that school districts have several years to recruit and hire appropriate 
staff. The annual additional staffing costs per K-12 public school student for bringing 
California’s school-based mental health services up to a basic minimum level for students 
statewide could be as low as $31. The additional cost of bringing California’s school-based 
physical healthcare programs up to a basic minimum level would be more expensive, costing 
about $59 per K-12 student. By expanding small programs, such as districts’ Medi-Cal billings 
and counties’ use of mobile health clinics, the state could rapidly spread the percentage of its 
students receiving screenings, basic treatments, and valuable referrals. Existing partnerships 
between public school districts and outside organizations provide promising examples for how 
healthcare can be scaled up in California’s public schools. California currently ranks at or near 
the bottom of states for availability of school-based health and mental health care, but for less 
than $100 of additional annual spending per student the state could provide basic coverage at 
all public schools. 


17 This $374 million estimate is based on $50,000 in costs per school for the 7,482 schools that do not currently 
offer at least a 0.25 full-time equivalent nurse or a school-based health center or a mobile health clinic. 
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Appendix B 


Figure B1. Percent of students with access to school-site physical health care, “regular” schools only 
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Figure B.1 (similar to Figure 2): Percent of Students with Access to 
School-site Physical Health Care, "Regular" schools only 
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Figure B2. Percent of students with Access to school-site physical health care, “regular” schools with 
200+ students only 
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Figure B.2 (Similar to Figure 2): Percent of Students with Access to 
School-site Physical Health Care, "Regular" schools with 200+ 
students only 
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Figure B3. Percent of students with access to school-site mental health and counseling, “regular” 
schools only 


Figure B.3 (simlar to Figure 3): Percent of Students with Access to 
School-site Mental Health & Counseling, "Regular" Schools only 
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Figure B4. Percent of students with access to school-site mental health and counseling, “regular” 
schools with 200+ students only 


Figure B.4 (Similar to Figure 3): Percent of Students with Access to 
School-site Mental Health & Counseling, "Regular" schools with 
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